n surgery for acute aortic dissection, the choice of appropriate arterial access for cardiopulmonary bypass is sometimes difficult because of dissection in large branches of the aorta. We report the efficacy of transapical aortic cannulation in acute type A aortic dissection in a patient with diffuse atherosclerotic disease.
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Ikuo Fukuda, MD, Shizu Aikawa, MD, Tomohiro Imazuru, MD, and Motoo Osaka, MD, Ibaraki, Japan each time. The position of the cannula was verified with epiaortic echography (Figure 2 ). Competence of the aortic valve was also confirmed by ultrasonography. The left atrium was vented immediately after the initiation of extracorporeal circulation. Replacement of the ascending aorta from the level of sinotubular junction to the proximal aortic arch was successfully performed with the aid of deep hypothermic circulatory arrest (20°C). Fragile atheromatous material at the origin of the left subclavian artery was removed simultaneously, and a short duration retrograde cerebral perfusion was performed before reperfusion. An arterial cannula was inserted into the graft and antegrade perfusion was resumed after completion of the distal anastomosis. Circulatory arrest lasted 38 minutes. The patient was weaned from cardiopulmonary bypass uneventfully. The endotracheal tube was removed on postoperative day 1 and the patient showed no neurologic deficit.
Discussion
Femoral artery cannulation has been widely used as arterial access for cardiopulmonary bypass in type A aortic dissection because of easy exposure. However, retrograde perfusion from the femoral artery sometimes results in serious complications, including organ malperfusion and brain embolism. 1 Recently, the axillary artery has been used as alternative. 2 Use of this artery is advantageous to avoid atheroembolism from the diseased aorta to the brain, and the artery is available in patients with peripheral vascular disease. 3 However, in this patient, perfusion resistance increased suddenly when the flow of extracorporeal circulation was increased. Since the right axillary artery was free from dissection, we thought this was due to a check valve phenomenon in the dissected brachiocephalic artery. Because of atherosclerotic change in the left subclavian artery, descending aorta, and abdominal aorta, the remaining option for arterial access was the ascending aorta via the left ventricle.
Transapical aortic cannulation was first used clinically by Wada and associates 4 in 1971 for mitral valve surgery through a left thoracotomy. The efficacy of this method in congenital heart disease was also reported. 5 However, this method was not widely used because of the inability to clamp the ascending aorta and to administer cardioplegic solution. Atherosclerotic disease sometimes accompanies peripheral vascular disease and severe ascending aortic disease. In such a situation, transapical aortic cannulation is a useful alternative. 7 The drawback of using this method in median sternotomy is hemodynamic instability during elevation of the apex. However, in this patient, the duration of hypotension was short and cannulation was easy. The position of the cannula was easily verified by epiaortic echogram to avoid the escape of the side hole into the left ventricle. In addition, since the cannula we selected was flexible and had multiple side holes, flow from the cannula was slow and consistent.
In conclusion, transapical aortic cannulation was a useful alternative in a patient with severe ascending aortic disease with inaccessible peripheral arteries. A B
